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CHAPTER I 
INTRODUCTION 
In recent years there has been an ever-increasing awareness of the 
child whose behavior in school does not represent that of the happy, care-
free youngster all children were once assumed to be. More recognition is 
now being given to the emotional disorders of children and their manifesta-
tions. As disturbed children have been seen to reflect their difficulties 
in many aspects of their daily lives, educators have come to see this in 
the classroom as well. Recognition of emotional as well as other difficul-
ties is now becoming another part of the varied task of the school person-
nel. 
Purpose of the Study 
The purpose of this thesis was the study of referrals by the public 
school system to one particular clinic in a state operated child guidance 
system. This study was not limited to the referral of emotional problems 
alone, but included all referrals for whatever reason they were made. 
In the examination of the material an attempt will be made to answer 
three general questions: (1) What kinds of referrals were made by the pub-
lic school system, and what was their value to the clients? (2) What was 
the attitude and extent of cooperation of the family, and how was this re-
lated to the referral? (3) How did the school look upon the services of 
the clinic in relation to the problems shown by the children in school? 
======- - - --
Scope of the Study 
The study included all school referrals seen at the Concord Clinic of 
the New Hampshire Mental Hygiene and Child Guidance Clinics during the fis-
cal year July, 1952 to June, 1953. One case was omitted because a ques-
tionnaire sent to the referral source indicated some doubt as to whether 
this case had actually been a school referral. The total number of cases 
examined was thirty-one. 
The application blanks used in connection 1vith referral to this agency 
provide for inclusion of the name of the person actually making the referral 
and the person suggesting referral. In many cases this was one and the same 
person. In others, the school personnel suggested the referral which was 
actually carried out by the family. This study included all cases in which 
the school was involved, either in the final referral or in a suggestion to 
the parents. 
The cases studied presented a variety of referral problems and various 
degrees of the family's and the school's understanding. This sample seemed 
sufficient for obtaining answers to the general questions listed above. 
Method of the Study 
An analysis was made of all case records included in this study. In 
addition, contact was made with the schools, by interview in six cases and 
1 by questionnaire in twenty-five cases in which the schools were inaccessible 
to the writer. In two cases there was no response from the school person-
nel. 
Much of the information on the background of the clinic was obtained 
from the staff members. 
2 
Limitations of the Study 
In many cases there was no direct indication in the case record of the 
extent of cooperation of the family and the school, the attitude of the 
family, and the degree of understanding of the child's problem as shown by 
the school and the family. In such cases, these points had to be inferred 
from an examination of the case record, but it is believed that an accurate 
picture of feelings and attitudes was obtained from the recorded interviews 
and comments of the worker. 
In most of the cases studied, there was no indication of the extent to 
which treatment recommendations were carried out. Therefore, this point 
could not be studied. 
3 
-=-~~- -=-----
CHAPI'ER II 
THE NEW HAMPSHIRE MENTAL HYGIENE 
AND CHILD GUIDANCE CLINICS 
The New Hampshire Mental Hygiene and Child Guidance Clinics are a 
state service operating under the philosophy that early diagnosis and 
treatment of persons with emotional and personality disorders is the best 
prevention of later mental illness, juvenile delinquency, and other social , 
difficulties .1 These are the only child guidance clinics in the state with 
the exception of one connected with a private child placing agency and 
1 working a~most entirely with the children placed by that agency. 
History 
The history of the Clinics dates back to 1930 when the first out-pa-
tient psychiatric services in New Hampshire were inaugurated by the direc-
tor of the . Visiting Nurse Association in the City of Manchester. She con-
vinced Dr. Charles Dolloff, the Superintendent of the State Hospital, of 
the need for these services. Consequently, he traveled to Manchester one 
day a week to give psychiatric help to children and adults. A psychologist 
was employed that same year and a social worker the following year. In 
addition, a psycho-ana~st from Boston joined the staff one day a week. 
When Dr. Dolloff was no longer able to attend these clinics, he delegated 
1 New Hampshire Mental Hygiene and Child Guidance Clinics, Bienni~l 
Report, 1948 - 1950, p. 1. 
-~=----
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his responsibility to members of his staff. 
When the City of Nashua asked for similar clinic services in 1932, a 
team consisting of a psychiatrist and a psychologist held clinics at the 
headquarters of a private family agency in that city. The services of a 
social worker were supplied by the family agency. In 1933 Dr. Anna L. 
Philbrook, present director of the New Hampshire Mental Hygiene and Child 
Guidance Clinics, became .a member of the State Hospital staff and started 
to work in the clinics. 
Around 1934 clinic services were established at the State Hospital in 
the City of Concord for residents of that area. By that time their value 
as a preventive service was being recognized. 
In 1945 a new milestone was reached. The Out-Patient Clinics became a 
separate department of the State Hospital. Money was included for them in 
the State Hospital budget, and a director was appointed in the person of 
Dr. Philbrook. 
In 1947 the legislature provided funds to obtain a building for both 
in-patient and out-patient treatment of children. The beautiful home of 
the late John Winant, former governor of New Hampshire and ambassador to 
Great Britain, was bought, and the out-patient services moved there from 
the State Hospital in November, 1948. This site still continues to be the 
home of the New Hampshire Mental Hygiene and Child Guidance Clinics. At 
present, plans are being made for the establishment of an in-patient center 
as well. 
At present, the New Hampshire Mental Hygiene and Child Guidance Clinics 
are supported by a combination of state and federal funds, the latter under 
the auspices of the National Mental Health Act. As amended on July 3, 1946 
# ---
i 
---·-- '-=======----
this Act reads in part: "to provide for research relating to psychiatric 
disorders and to aid in the development of more effective methods of pre-
vention, diagnosis, and treatment of such disorders, and for other pur-
' poses ."2 No fees are charged to patients. 
Staff 
The present staff of the New Hampshire Mental Hygiene and Child Guid-
ance Clinics consists of two child psychiatrists, including the director; 
one consulting psychiatrist; four psychiatric social workers and two social 
work students; two full-time psychologists, one part-time psychologist, and 
.one consulting psychologist; a secretary; a receptionist; a stenographer; 
and an accountant. Diagnostic evaluations are made by the clinic team con-
sisting of the ps,ychiatrist, psychologist, and psychiatric social worker, 
under the leadership of the psychiatrist. In addition to interviewing 
children and parents during the diagnostic procedure, the psychiatrist en-
gages in therapy with a number of children. 
The coordinator of the clinic team is the psychiatric social worker, 
who follows the patient from receipt of his request for help to completion 
of the case. As part of the clinic team, the psychiatric social worker ob-
tains history information and evaluates the environmental and social aspects 
of the particular situation. The social worker also does environmental 
manipulation and referral to other agencies. She too engages in therapy 
' with both children and parents under the direction of the ps.ychiatrist. 
The psychologist, as part of the clinic team, administers various 
2 United States Public Health Service Laws and Regulations, p. 1. 
-::-~ -- -·- ~ -- = 
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projective, vocational, aptitude, and intelligence tests which aid in the 
diagnostic evaluation of the child. He also serves the state by adminis-
tering intelligence tests to babies placed for adoption and to children 
about to be committed to the State School for the mentally retarded. In 
addition, the psychologist, as another member of the psychiatric team, sees 
both children and parents for therapy, under the direction of the psychi-
atrist.3 
During the period June, 1950 to August, 1953 a speech therapist em-
ployed by the New Hampshire Society for Crippled Children and Handicapped 
Persons traveled throughout New Hampshire to provide his services to vari-
ous parts of the state. When in Concord, he held his clinics at the Winant 
House where he collaborated closely with the New Hampshire Mental Hygiene 
----=--and Child Guidance Clinics which h~e ~ntake piocedure for him. The . 
speech therapist provided both diagnostic and therapeutic services. 
Services 
In order to give service to all parts of the state, the New Hampshire 
Mental Hygiene and Child Guidance Clinics send a clinic team consisting of 
psychiatrist, psychologist, and psychiatric social worker, to various parts 
of the state at regular intervals. Clinics are held every week in :Manches-
ter and Nashua, every month in Portsmouth, twice a month in Keene and 
Laconia, every other month in Littleton and Newport, and every third month 
in Berlin. The Clinic in Concord is open five days a week with regular 
clinics scheduled on three of those days. This study is concerned only 
3 New Hampshire Mental Hygiene and Child Guidance Clinics, Biennial 
Report, 1948-1950. 
\, 
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• with cases referred to the Concord Clinic, although some of the patients 
1 were subsequently seen in other clinics for their convenience. The Convul-
sive Disorder Clinic, sponsored jointly by the State Department of Health 
and the New Hampshire Mental Hygiene and Child Guidance Clinics, meets once 
a month. 
Referrals to the New Hampshire Mental Hygiene and Child Guidance 
1 Clinics come from varied sources, among them the Department of Public Wel-
fare, the schools, families, physicians, medical and health agencies, the 
probation department, other social agencies, and institutions. Varied rea-
sons are . 'given for referral, among them being: advice on placement, school 
difficulty, nervousness, unacceptable behavior at home, delinquency, guid-
ance, and reading difficulty.4 
Staff members of the New Hampshire Mental Hygiene and Child Guidance 
1 Clinics actively participate in an educational program designed to serve 
the corrnnunity. This includes the teaching of nursing students, mental hy-
giene talks, participation in workshops conducted by the State Board of Edu-
cation, and the showing of many mental health films obtained from the United 
I States Public Health Service. Staff members also distribute many publica-
tions on mental health throughout the state. 
I Referrals from the Schools 
Some time ago officials of the Concord school system held a conference 
with representatives of the New Hampshire Mental Hygiene and Child Guidance 
Clinics. The aim of this conference was the determination of the procedure 
4 New Hampshire Mental Hygiene and Child Guidance Clinics, Biennial 
Report, 1950-1952. 
8 
to be used in making referrals to the Clinic. It was decided that upon 
noting a child's disturbance, the teacher is to notif,y the principal who, 
in turn, contacts the school nurse. It is she who obtains all the informa-
tion, interviews the fami ly, arrl makes the appointment at the Clinic. In 
the junior high school, the problem usually comes to the attention of the 
1 guidance counselor who contacts the principal. Referral of high school 
pupils from the Concord area is rare because of the existence of guidance 
counselors who are able to help the students. 
A report of the Clinic's findings is usually sent to the Superintendent 
of Schools, who is ordinarily familiar with the case. After study by the 
Superintendent of Schools, the original Clinic report is sent to the school 
principal who puts it in a special confidential file or in the student's 
' guidance folder. A copy of the report is sent to the school nurse as well. 
There are two school nurses in the Concord public school system. Both 
are Registered Nurses and ore has a Master's degree. The latter also has 
had supervisory hospital experience. The other school nurse has had many 
years of experience in the public school system. The mental as well as the 
physical health of the pupils is the concern of the school nurses. Problems 
which require the attention of specialists are sent to the Clinic which the 
school system feels to be its only resource as the school personnel them-
selves are not qualified to ha.nile such matters. 
-- --= --=-====-== 
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CHAPTER III 
REVIEW OF THE LITERATURE 
In considering any child we think of him as an evolving, 
moving stream of· energy, exquisitely sensitive to every 
·influence which has played upon him, changing and adapt-
ing himself to the wishes and handling of those about 
him, imitating and absorbing or rebelling against their 
emotional attitudes and behavior, and often reacting 
blindly to inner needs and desires and irritations Which 
neither he nor his parents clear~ understand.l 
The above quotation gives one the dynamic picture of a child as he 
actually is, reacting to many forces from within and from without. One of 
the most important of the factors in his life is the impact of school. 
Emanuel Klein feels that this is the first experience for the child which 
means real separation from the family. Not only must he adjust to unfamil-
iar children, but he also must perform many tasks for which he may feel no 
inclination. The attitude of the child toward the teacher, the other chil-
dren, and the work in school thus becomes an important link between the 
young child's attitudes toward his family and the attitudes which are pres- 1 
ent in him as an adult. "The component instinctual drives, sado-masochistic , 
trends, scoptophilic and exhibitionistic impulses, oral and anal strivings, 
and narcissistic attitudes play basic roles in the learning process and its 1 
impairment. "2 
1 Clara Bassett, ~ School and Mental Health, p. 16. 
2 Emanuel Klein, "Psychoanalytic Aspects of School Problems," The 
Psychoanalytic Study of the Child, Volume III/IV, p. 369. 
10 
Role of the Teacher 
The role of the teacher in relation to the emotional problems of chil-
dren is becomir:g increasingly important. In works on education there is 
emphasis on the early discovery of problems before they become so acute as 
to be obvious.3 Similarly, modern educators are developing a greater aware-
ness of the need for observation of those children who rarely misbehave as 
the child 1 s obedience may itself be a symptom of his emotional difficul-
ties.4 
Robert F. Topp says: 
The teacher is in a position which permits greater observa-
tional, preventative, and remedial opportunity than is true 
of any other contemporary occupation. Practically speaking, 
elementary school teachers contact all children in the six-
to thirteen-year-old group, and high school teachers meet 
fift.1 to seventy per cent of all people of secondary school 
ages. No other group is able to acquaint themselves with 
so large a proportion of the young people in our population 
• • • Even though the length of contact may be only one 
class period, as is often the case at the high school level, 
repeated observation of students permits the teacher to 
understand their personalities more thoroughly than any 
other adult, with the possible exception of the parents.5 
Topp goes on to say that the teacher sees the child in a variety of social 
situations including the classroom, the study halls, the gymnasium, the 
playgrounds, and the extra-curricular activities. This makes it possible 
for the teacher to observe the child in social interaction under various 
3 Howard W. Nudd, "The Purpose and Scope of Visiting Teacher Work," 
in Mary B. Sayles, The Problem Child in School. 
4 Paul A. Witty and Charles E. Skinner, Editors, Mental Hygiene in 
Modern Education. -
5 Robert F. Topp, "The Advantageous Position of the Teacher in the 
Recognition of Early Personality Abnonnalities," Educational Administration 
and Supervision, 36:34, January, 1950. 
- :-- - ~ --- =..:::-_ -::::-
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corrlitions. 
Veo and Woodward feel that school personnel can contribute a great deal 
to the social worker's u.rrlerstarrling of a child 1 s difficulty. They see the 
child's reactions, behavior, attitudes, work habits, response to authority, 
self-evaluation, and interpersonal relationships as well as the child's 
abilities and disabilities in the learning area.6 
John Morgan outlines the methods by which he feels that a teacher can 
study the child's maladjustment. These are: one, gaining the child's con-
fidence by listening to him, avoiding prejudice, and observing the principle 
of confidentiality; two, observing the child V'.hlle he is playing; three, 
observing the child 1 s spontaneous drawings; four, listening to the child's 
imaginative stories; five, observing the child's reactions to the teacher 
as an example of his relationship to family members; and six, listening to 
what the child says about other people. 7 
Clara Bassett feels that in gaining an understanding of the problem 
1 child four facets of his makeup should be studied by the teacher. These 
are his physical condition, his intelligence, the various influences upon 
his life, and his inner world of feelings. 8 She cautions the teacher to be 
free from emotional bias in studying the problem child so as not to submit 
to the tendency of thinking of the child 1 s behavior according to rigid and 
moralizing categories. I She feels that there are no "badll children, but only 
6 Louise Veo and Luther E. Woodward, "Planned Social Work in the 
School," American Journal of Orthopsychiatry, 11:6, January, 1941. 
7 John J. B. Morgan, The Psychology of the Unadjusted Child. 
8 Clara Bassett, op.cit. 
I, 
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children with problems. She feels, further, that the child 1 s behavior, or 
misbehavior, is purposive. As such, it can be a symptom of his inner diffi-
culties as well as an attempt to find some satisfactions for himself. 
Robert F. Topp makes some suggestions which he feels will enable 
teachers better to meet the needs of disturbed children. He thinks that 
teacher-training courses should have a mental hygiene orientation and should 
have case studies included. In addition, refresher courses in mental hygi-
ene should be given as well as a program of speakers and workshops. A well-
stocked library Should also be available and should be frequently used. 
Topp goes on to say: 
Teachers should be instructed in types of pupil behavior 
symptomatic of emotional instability, and a s,ystem of re-
ferral should be devised whereby they may readily refer 
children who are in need of psychiatric assistance to the 
school psychiatrist or peychologist. If neither is avail-
able, the teacher should be provided with the necessary 
organization for bringing the problem to the attention of 
parents and for securing outside professional assistance 
on the case • 9 
Schools can also often do for the child what the social worker cannot. 
According to Veo and Woodward, the teacher can, "provide acceptable oppor-
tunities for social participation and approval. 1110 Thus, the school can 
often work w.i th the child while the social worker helps the parent. The 
school can also aid in work w.ith the parent by sending reports. This tends 
to relieve the parent's anxiety. 
The cooperation of the teaching and the social work professions is nee-
essary if children w.ith problems are tO be recognized and helped. Jane M. 
9 Robert F. Topp, op.cit., pp. 37-38. 
10 Louise Veo and Luther E. Woodward, op.cit., p. 2. 
13 
Hoey feels that it is the job of social workers to 
help the teachers recognize the signs of poor social ad-
justment, bring them facts about home conditions and in-
fluences that affect the child 1 s ability to learn, and 
develop plans for co-operative activit,y in the interest 
of maladjusted children.ll 
This cooperation has come slowly and with difficulty. Veo and Woodward 
say, "Schools ••• are conservative and yield to change slowly.n12 At 
I first schools were meant merely to teach the basic subjects as well as those 
necessary for good citizenship. It was felt that social and health services . 
were properly the obligation of the home, not the school. The authors feel 
that a good part of the resistance of many teachers to social work was their 
'· resistance to change. In addition, social workers were at one time, "known 
as corrective or protective agents, with the result that newer trends in 
social work have been confusing.n13 It was difficult for the schools to 
' understand the social work concept of self-help. To many educators the 
principles of mental hygiene and psychiatry were the equivalents of, "sexual 
license, irreligion, and the breakdown of respect for elders and the author-
ity of the school}~ 
There have been some readily understood obstacles to greater under-
standing between the schools and social workers. Among these are the follow-
,, ing: one, the organization of the school system into a hierarchy with au-
1
1 thority and pressure from above, the teachers' extra duties, and pressure 
II 11 Jane M. Hoey, "Social Work: Its Base, Skills, and Relations to Other Fields," Journal of .Social Casework, 31:406, December, 1950. 
12 Louise Veo and Luther E. Woodward, op.cit., p. l. 
13 Ibid., p. 2. 
14 Ibid., p. 2. 
1 
from the connnunity to reduce expenses; two, the failure of the social 
agencies to clari~ their role to the schools and to include school person-
nel in community planning; three, the confusion of school personnel by the 
, great number of social agencies, each with its different policy; and four, , 
1 the failure of the school personnel to recognize the limitations of social 
work and psychiatry in dealing with post-encephalitis, schizophrenia, delin-
quency, and severe neuroses. In their consideration of the possibilities 
of cooperation betvVBen teachers and social workers, Veo and Woodward feel 
the social workers have failed to understand the teacher and her job. So-
cial workers minimize the teachers 1 understanding of the children's problems 
and also make demands on their time without considering their schedule.15 
The value of psychiatric clinics to the .schools is aptly phrased by 
Norman Fenton who says: 
Intuitive sympathy may be good in dealing with ordinary 
problems, but in more serious or unusual situations it 
may even do actual harm, by disregarding or misinterpret-
ing certain needs of the child which are influencing his 
behavior • • • They are likely to find themselves handi-
capped by inadequate technical training in dealing with 
the problems of certain children. • • This should not be 
a cause of humiliation in the teacher but rather the 
occasion for requesting the help and advice of special-
ists.l6 
15 Louise Veo and Luther E. Woodward, op.cit. 
15 
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CHAPI'ER IV 
PRESENTATION OF THE DATA 
In this chapter, thirty-one school referrals ~dll be examined to obtain 
a picture of the types of referral which were made, the schools' attitudes, 
and various aspects of the families' attitudes. 
In each of the thirty-one cases studied, the school personnel involved 
cooperated with the Clinic. Most of their effort was concentrated in the 
direction of supplementing the referral by giving information and by helping 
' the family to make use of the service the Clinic offered. The former task 
was accomplished in the following ways: sending school reports and tran-
scripts, being interviewed as part of the intake procedure or participating 
in conferences regarding treatment recommendations, and sending full letters 
of explanation of the referral and results of intelligence and achievement 
tests given in the school. 
The activities of the school personnel in helping the families to make 
good use of Clinic services were varied. Among them were the follo111"ing: 
providing transportation to the Clinic, accompanying the parent for moral 
support, taking pains to explain referral to the family, getting the family 
to accept referral, helping the mother make applicration to the Clinic, and 
reminding the Clinic that the family had not yet received an appointment. 
The furnishing of transportation to clients has been a great service as 
there is no public transportation to the Clinic. In three cases, one of 
the following occurred: the school personnel informed the Clinic that a 
16 
family crisis had occurred; the school department followed a Clinic recom-
mendation to withhold court action intended to force a minor to attend 
school; and a school nurse obtained funds for the proper placement in a 
treatment home of a severely disturbed child. Thus, the services by school 1 
personnel to parents and to the Clinic made the referral more effective. 
lj In the thirty-one cases, all the school personnel but one viewed the 
Clinic's role positively. It must be borne in mind, however, that these 
attitudes were obtained by means of questionnaires sent by the writer as a 
member of the Clinic staff. Had the questionnaires come from a different 
source, more criticism of the Clinic might have been received. However, 
some suggestions were offered. The questionnaires attempted to ascertain, 
among other things, the school's feeling about the kind of help the Clinic 
can give in relation to problems discovered in s9hool. In all, replies 
were received from eighteen different persons. Although there were thirty-
one cases, several referrals often came from one source. In ad.di tion, re-
plies were not received from two persons. The professional school person 
making the referral and the number of replies made by each are shown in 
Table I. 
Eight of the persons who replied did so on the basis of the kind of 
help they felt the Clinic could give. Seven of these showed awareness of 
the specialized function of the Clinic by mentioning the need for its great-' 
er skills or the help which it gives with emotional problems. One based his 
reply on a particular case ani said that the Clinic could help by suggesting 
ways and maans of having the child meet with more success and have fewer 
disciplinary problems. An examination of the record led the writer to be-
lieve that this school principal did not emphasize the emotional problem but' 
17 
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TABLE I 
NUMBER OF SCHOOL PffiSONNEL SENDING IN REPLIES 
Type of 
Personnel 
School nurse 
Teacher 
Principal 
High School 
Elementary School 
Superintendent of Schools 
Guidance Director 
Total 
Number 
Replying 
9 
1 
4 
2 
1 
1 
18 
hoped that the Clinic could get the child to behave. 
Seven individuals, including two from the above group, suggested that 
there should be either an increase in service or an improvement in some as- · 
pect of it. Among the things mentioned were: more complete follow-up of 
cases, seeing children more often (one school nurse mentioned the need for 
a study home in this regard), more speech therapy, more adequate service, 
less delay in sending reports to referral sources, an increase in staff, 
•1 better connnunication between the Clinic · and the school or parent, and having 
the school nurse present at the Clinic staff conference. One school nurse 
mentioned the value of giving the child psychological tests at the Clinic 
rather than at the school since the former presented a more objective en-
'' vironment. One individual said that the referral sources could make the 
18 
19 
best use of the Clinic by using discrimination so that the most needy cases 
(from the point of view of emotional disturbance) could be helped. Two 
answers which were given were too specific for the particular cases in order 
to be of help. 
It has been shovm that the schools exhibited good cooperation and a 
positive attitude toward the Clinic. A review will now be given of the way 
in which this affected the type of referrals which were made. Eighteen boys 
arrl thirteen girls were referred. Although more boys than girls were seen, 
the difference was not great. The referrals represented a wide range in 
ages, ranging from three to eighteen years. This ~~11 be shown in Table II. 
TABLE II 
AGE DISTRIBUTION OF SCHOOL REFERRALS 
Age Male Female Total 
Under 6 1 0 1 
6 
-
9 7 4 11 
10- 13 8 5 13 
14 arrl over 2 _4_ 6 
Total 18 13 31 
The heaviest concentration occurred at age levels six to nine and ten 
to thirteen. These are, respectively, the periods of latency and early 
adolescence. Many children in the .lower portion of the six- to nine-year-
old level are still working out earlier problems of dependency, control, and 
emancipation from the family. Although children in their latency period are 
supposed to be relatively free of conflict, those who have not resolved the 
conflicts of earlier periods are quite often found to be disturbed at this 
time . English and Pearson say, 1'We commonly see more children with neurotic · 
manifestations during the latent and early adolescent periods than we see 
during the preschool period. 111 There were few referrals for the ages over 
thirteen. This is the period of later adolescence. This was the only age 
level at which the number of referrals for girls exceeded that for boys. 
The child under six was a three-year-old boy who was referred because of a 
1 
speech probl em. Needless to say, the difficulty was not noticed in the 
classroom. In this case, the boy's mother Y-ras concerned over his speech 
problem and contacted the school nurse who suggested referral to the Clinic. 
This is an area in which school personnel can be extremely helpful when 
questioned as to the problems of pre-school children. However, the problem 
of community education is mainly the responsibility of the Clinic as the 
school personnel cannot be expected to be responsible for other than school 
children. 
The referrals ranged from grades one to twelve l'li th the omission only 
of grade eleven. The heaviest concentration was in the elementary school 
grades. This helps bear out the premise that emotional problems frequently 
occur during the latency period. Many of the children referred were in 
grade two. One would ordinarily expect heaVY referrals from grade one. It 
is possible that grade one teachers made allowances for difficulties on the 
basis of the adjustment the child was attempting to make to the new situa-
1 0. Spurgeon English and Gerald H. J. Pearson, Emotional Problems 
£f Living, p. 163. 
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tion of attending school. The high school grades, which represented the 
adolescent group, had the least number of referrals. All of these referrals 
were for girls. The distribution of grades is represented in Table III. 
TABLE III 
GRADE DISTRIBUTION OF SCHOOL REFERRALS 
Grade Male Female Total 
Preschool 1 0 1 
Elementar,y (1 - 6) 13 1 20 
Junior high school (7 - 9) 3 2 s 
High school (10 - 12) 0 4 4 
Not in school ],. 0 1 
Total 18 13 31 
Not only did referrals represent a wide range of ages and grades, but 
also a great variety of problems. These fell into two large groupings: 
disturbames of behavior and disturbances of development. The former in-
eluded three groups of behavior: (1) dif ficult behavior, (2) withdrawn be-
havior, and (3) behavior which indicated that the child was nervous, tense, 
and upset. Disturbances of development included the following: (1) speech 
difficulties, (2) suspicion of mental retardation, and (3) other. The last 
classification included only one case which was referred on the basis of two 
problems equally: lack of bladder control and possible retardation. Table 
IV shows the distribution of cases among the six groups. 
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TABLE IV 
REASONS FOR REFERRAL 
Problem 
Difficult behavior 
Withdrawn behavior 
Nervous, tense, upset 
Speech difficulty 
Suspected retardation 
Other 
Total 
Number of Cases 
12 
2 
6 
7 
3 
1 
31 
From Table IV it can be seen that the most common cause of referral 
was difficult behavior. This is the acting-out type of behavior and is the 
most difficult to cope with in the classroom. The referrals included: 
disobedience, fighting, bad language, impoliteness, tantrums, hurting young~ 
er children, sneakiness, untruthfulness, untrustworthiness, stealing, in-
ability to get along with other children, and truancy. 
Although withdrawn behavior is often the least frequently recognized 
by the schools as a sign of emotional disturbance, there were two such 
cases among those studied. Among the traits mentioned were: failure to ad-
just with other children, fear of going to the toilets alone, staying by 
oneself, never going anywhere, listlessness, fatigue, and keeping away from 
group gatherings. It can be seen that these were prominent symptoms and 
1 could be easily recognized. 
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The six cases under the category of "Nervous, tense, upset" were as 
follows: (1) extreme depression as shown by a suicide attempt; (2) ~ 
stable emotional tendencies manifested by fits of anger and crying; (3) 
unsatisfactor,r adjustment to school with growing inattention and indiffer-
ence to school work and grades; (4) school difficulty shown by being upset 
and disorganized and unable to attend school; (5) recent signs of being 
nervous, rundown, and fearful of returning to school; (6) nervousness and 
restlessness in school with various manifestations of this at home. 
In the referrals for difficult behavior other points, such as nervous-
ness, restlessness, depression, somatic complaints, and eneuresis were men-
tioned in seven of the twelve cases. They were either mentioned spontane-
ously by the referral source or were checked off against a list on the ap-
plication blank. Thus, it can be seen that in addition to the behavior most 
irritating to the school there was some recognition of other symptoms 'Which 
may have been indicative of real disturbance. 
Of the seven referrals for speech difficulty, some recognition of the 
emotional aspect of the problem was found in six. Three of these had emo-
tional problems mentioned equally with the speech difficulty in the applica-
tion. Three simply had a recognition of the anxiety resulting from poor 
speech. In only one case was there no mention of any emotional involvement. 
Two of the three cases referred for testing for suspected retardation 
were having difficulty in doing the required school work. The third was not 
yet in school, and it was suspected that he was too retarded to enter. 
In the referral that combined the question of lack of bladder control 
and retardation, the referral source recognized the possibility that the 
intellectual difficulty ~ have been a result of the poor home environment 
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although the bladder difficulty may have been due to a physical abnormality. 
The intake interview with a member of the family revealed that in 
twenty-one of the thirty-one cases studied, there was a deep emotional 
problem which was of long duration. It was a gradually evolving emotional 
difficulty rather than a reaction to one experience. This was true in most 
I of the cases listed in the categories of difficult,r behavior; withdrawn be-
havior; am nervous, tense, and upset. However, most of the cases referred 
because of retardation or speech difficulty did not involve a deep emotional· 
I problem of long duration. 
In seven of the twelve cases referred because of difficult behavior, 
it was seen during the inta.lre interview that the family relationships were 
disturbed or that the family situation was not normal in some other respect. 
On the basis of the above, one would expect to find evidence of emo-
tional disturbance in a large proportion of the cases. This was exactly 
the case, as the Clinic 1 s evaluations of the children showed that twenty-
five of the thirty-one studied were disturbed, seven of them seriously. 
This "Will be shown more clearly in Table V. 
A comparison of the two columns of figures in Table V shows that most 
, of the school referrals were instrumental in uncovering cases of emotional 
disturbance. In most of these cases, the problem was of such a nature that 'I 
it was easily discovered in the intake interview that the child 1 s difficulty' 
was a deep one and of long duration. Even two of the retarded children were : 
found to be anxious. In fact, one of these showed evidence of higher intel-
lectual potentiality than was shown on the intelligence test. This means 
that the child was not mentally retarded although his intelligence was 
definitely limited. 
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TABLE V 
CLINIC 1 S FINDINGS OF EMOTIONAL DISTURBANCE 
Problem 
Difficult behavior 
Withdrawn behavior 
Nervous, tense, upset 
Speech difficulty 
Suspected retardation 
Other 
Total 
Number 
Referred 
12 
2 
6 
7 
3 
1 
31 
Of Those Referred, 
Number Disturbed 
11 
2 
6 
3 
2 
1 
2.5 
The intelligence test itself can be a further indication of emotional 
disturbance. The child 1 s I.Q. is not necessarily indicative of his actual 
1 potentialities. It has been found by the psychologists at the Clinic that 
an observation of the child 1 s behavior during testing and of the nature of 1 
his responses can provide clues to his emotional disturbance. In tv;el ve of 
the twenty-one cases tested, the child's intellectual functioning was below 
1 the level of his actual intellectual potentialities. Had all the children 
1 been given intelligence tests by the Clinic psychologists, this number might 
have been higher. Table VI shows the number having such a loss in greater 
detail. 
In all t he cases referred because of limited intelligence, this actual-
ly proved to be the case. Two of these were found to be actually mentally 
retarded, and a special class was recommended. A comparison of Table VI 
TABLE VI 
CHILDREN FUNCTIONING BELOW THEIR POTENTIALITIES 
Problem Number 
Difficult behavior 6 
Withdrawn behavior 1 
Nervous, tense, upset 2 
Speech difficulty 1 
Suspected retardation 1 
Other 1 
Total 12 
Total 
12 
2 
6 
7 
3 
1 
31 
Limited 
Intelligence 
2 
3 
5 
with Table V shows that with one exception, all the children found to be 
functioning below their potential were also found to be emotionally dis-
turbed. The one exception was a case of difficult behavior in which the 
child was diagnosed as a mental defective rather than as an upset person. 
It is interesting to note, also, that another child referred because of 
difficult behavior was also limited in intelligence in addition to· his emo-
tional problems. 
It has been shown in the foregoing portion that not only do the school 
personnel feel positively towards the Clinic and cooperate Yrith it, but that, 
their referrals have been valuable from the point of view of bringing to the 
Clinic 1 s attention many disturbed children. Once the case has been referred 
to the Clinic, a great part of the responsibility begins to fall on the 
family. 
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It was found from a study of these thirty-one cases that some families 
cooperated and others did not. Still others wanted to cooperate but were 
prevented from doing so by various aspects of their ovm personality struc-
ture s. The remainder of the study will deal with the way the families re-
acted to the referrals • The families were divided into three groups: 
(1) cooperative, (2) uncooperative, and (3) ambivalent. The last classifi-
' cation refers to those parents who desired to cooperate with the Clinic but 
were unable to do so because of s01rething within themselves. 
The great majority of the families were found to be cooperative. 
These numbered twenty-one out of a total of thirty-one cases. Only three 
families were uncooperative. The remainder, numbering seven, were ambiva-
lent. These figures are presented in Table VII. 
TABLE VII 
EXTENT OF COOPERATION OF THE FAMILIES 
Degree of Cooperation 
Cooperative 
Uncooperative 
Ambivalent 
Total 
The term, rtfamily," must be qualified. 
Number 
21 
3 
_]_ 
31 
In one case in which the child 
was living in a small home for girls, the matron becCl.lre a mother substitute. 
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She will be included with the families without any special remarks. Two of 
the cases studied are those of siblings and as such have one family. How-
ever, they will be discussed as two separate cases. 
The thirty-one families studied had different attitudes toward referr~ 
They ranged from positive to negative with various shades between. One 
family's attitude altered from negative to positive during the course of 
the diagnostic procedures. The attitude in two cases was termed poor by 
the interviewer. It was also found that two families did not really under-
stand the referral. The figures for the families 1 attitudes will be shmm 
in Table VIII (see page 29). 
It can be seen that all but three of the cooperative families and half 
of the ambival ent families reacted positively towards referral. One more 
ambivalent family became positive after a few visits to the Clinic. All 
three uncooperative families were found to be negative towards referral. 
Two of these mothers were quite hostile when interviewed at the Clinic. 
Of the eighteen cooperative families who viewed referral positively, 
ten were very positive or especially pleased with the referral. In one of 
the ambivalent cases which viewed referral positively, the mother subse-
quently became negative. She later vented much hostility upon the Clinic 
and worrlered about the value of the examinations. She also greatly resent-
ed the questions about the family relationships. One mother cooperated al-
though she felt negative towards referral. 
Of the eighteen families which were cooperative and also viewed refer-
ral positively, seven showed concern for the child. One mother rejected 
the child, while another showed guilt feelings over the family's relation-
ship with the child. In one case, the mother depended on the child's bouse-
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Extent of 
Cooperation 
Cooperative 
Uncooperative 
Ambivalent 
Positive 
18 
0 
4 
TABLE VIII 
ATTITUDE OF THE FAMILIES TOWAHD REl<""ER.RAL 
Negative 
1 
3 
0 
Attitude 
Negative but 
Turned Positive 
0 
0 
1 
Poor 
0 
0 
2 
..... 
Little Understand-
ing of Referral 
2 
0 
0 
Total 
21 
3 
7 
1\:> 
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hold help, om of the causes of the difficulty. In two cases, the parent 
was disturbed, and in a third, the father was insecure in his relationship 
to the child. Two mothers had had previous psychiatric help, one in rela-
tion to herself, and the other in relation to the diagnostic evaluation of 
the child i n another clinic. One of t hese eighteen cases involved the 
above-menti oned matron of a girls 1 home. In two cases, there was no indi-
cation of the family situation. Thus, of the sixteen families of which 
there was som knowledge, ten ah.owed certain feelings which tended to make 
them more cooperative. These were the seven with concern for the child, 
the two with previous psychiatric help, and the one who was a matron with 
years of experience with children and previous dealings with the Clinic. 
Of the two families which cooperated but did not understand the refer-
I ral, one displayed rejection of the child, and the other showed limited in- I 
telligence. The cooperative but hostile mother was concerned over the 
child but was angry towards the school which she felt had not given her the 
results of a psychological test it had administered to the child. 
Of the uncooperative mothers, two projected the blame for the problem 
on the school. One mother felt that the school had taken action without 
notifying her. The second mother presented a peculiar home pattern. The 
I 
I/ third mother was not too intelligent and showed lack of concern for the 
I 
II 
I 
I 
child. Thus, because of the home situation or the personality pattern of 
the parent, two of these three parents felt no necessity for cooperation 
w.i. th the Clinic. 
Of the seven ambivalent parents, six were found to be disturbed or 
anxious, two of them seriously. In only one of these cases was the mother 
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not disturbed, but she was emotionally involved in a struggle with the 
teacher and could not view the situation objectively. The parents who were · 
disturbed or anxious were limited in their cooperation by the impact of 
their own problems. Some of them were able to talk of little but the con-
fused marital situation. 
Since it is the family with whom the Clinic must work, the degree of 
understanding by the family of the child's total problem is important. By 
· the total problem is meant not only recognition of the overt s.y.mptoms, such 
as speech or behavior difficulty, but some degree of recognition that the 
child has an emotional problem • 
. I 
Over half, or nineteen, of the total number of cases examined revealed 
, that the family showed little or no recognition of the child's total prob-
lem. Half the cooperative families showed little understanding of the 
child's total problem. Most of those had viewed the referral positively, 
however. Eight of the eighteen cooperative families showed some recognition 
of the child's total problem. All of these families had also viewed refer-
ral positively. All the families which proved to be uncooperative had 
little recognition of the child's problem. Of the seven ambivalent cases, 
all but two showed little recognition of the child's problem. These figures, 
are shown in Table IX. 
When the school feels that a child needs the help of the Clinic, an 
explanation of this must be made to the family in order to secure their 
understanding and their help. Of the twenty-one cooperative cases, the ex-
planation in eight of them was made on the basis of the child's apparent 
difficulty. No mention seems to have been made of the child's total prob-
lem. There seems to be a great deal of value in this procedure in that it 
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allows the explanation of the total problem to be made by fully trained per-
sonnel after the diagnostic evaluation of the child by the Clinic staff. Of 
these eight cases, five viewed the referral positively, two did not under-
stand it, and one was hostile. The cases of t wo high school pupils were ex-
plai ned on the basis of the limitations of the school counseling system. 
Thus, in tl1e se ten cases, it seemed that the explanation of the refer ral was 
based on sorrething quite tangible that the families could understand. Ten 
cases gave no indication of how the referral was explained. 
Extent of 
Cooper ation 
Cooperati ve 
Posi tive 
Negative 
Little under-
st andi ng 
Uncooper at.i ve 
Negative 
Ambivalent 
Positive 
Negative at 
f i rst 
Poor 
TABLE IX 
UNDERSTANDING BY THE FAMILY OF 
THE CHILD 1 S TOTAL -PROBLEM 
No or Little 
Recognition of 
The Problem 
8 
1 
2 
3 
3 
0 
2 
Some Recog-
nition of 
The Problem 
8 
0 
0 
0 
1 
1 
0 
No Indica-
tion In 
The Record 
2 
0 
0 
0 
0 
0 
0 
Total 
18 
1 
2 
3 
4 
1 
2 
Of the coope r ative cases, there was definite implication in ten that 
there was real discussion with the parents around referral. It is possible 
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that the number of such cases may even have been greater. Thus, in these 
cases, the family was able to gain a better understanding of referral and 
was able to participate to a greater degree. Therefore, it is not surpris-
ing that all these cases reacted positively to referral. It was noted that 
in three additional cases, some member of the family filled out the appli-
cation blank and in this way was directly involved in the referral. These 
three families also had a positive attitude towards referral. 
Of the three uncooperative cases, two were explained on the basis of 
the child's difficult behavior. However, in one case, the mother was not 
told the •mole story. In the third case the state truant officer informed 
the mother that the child could not return to school until he was seen by 
the Clinic. All viewed referral negatively. A study of these cases re-
vealed that because of the personality of the parents, it most likely was 
not possible for the school personnel to have a good discussion with them 
about referral. 
Of the seven ambivalent cases, four were explained on the basis of the 
difficulty the child was exhibiting. Of these, two viewed referral posi-
tively from the first, ore viewed it positively after some time, arrl one 
viewed it negatively. In one case there was indication only that the fa.inily 
was told that the child needed help which only the Clinic could give. In 
two cases there was no indication of how the referral was explained. In 
only one of the seven ambivalent cases was there an indication that the pa-
rents may have had a real discussion with the school personnel around refer-
ral. Of course, the number may actually be higher. However, it must be re-
membered that six of these mothers were disturbed or anxious themselves. 
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Of the nineteen cases in which there was some indication of the method 
by which referral was explained to the family, fourteen showed that expla~ 
I 
tion was made on the basis of the overt difficulty the child was showing. 
This seemed to be the most prevalent method of explanation and occurred in 
cases -which were cooperative, uncooperative, and ambivalent. The only 
categor,y in which there was indication of r eal participation of the family 
in referral was that of cooperative families. However, by the nature of the 
difficulty it seems safe to assume that it was only with these families 
that such participation was possible. It must be borne in mind that in 
I many of these thirty-one cases the school personnel did not indicate fully 
what method of explanation was employed. 
It is useful now to ascertain the attitude of the school personnel to- 1 
ward the problems of these children and to see how this ma:y be related to 
the cooperation of the families. Of the twen~-one cooperative cases, the 
school recognized the emotional problems involved in the children's behav-
ior in twelve cases and in most of these treated the child accordingly. In 
all but three of these cases, the family viewed referral positively. In 
four cases there was no mention of emotional factors by the school and in 
two of these cases, nom actually existed. One of these was a case of men- 1 
I 
tal retardation and the other of speech difficulty in which no emotional 
factors were seen. In five cases it was difficult to ascertain whether the 
school recognized the emotional basis of the child's problem. 
In two of the three uncooperative cases, the child 1 s total problem was 
understood, mainly in terms of the home situation. However, these families 
were negative towards referral. In the third case, the teacher showed no 
understanding of the child. She was generally disliked and the school was 
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felt to be rigid. The school nurse also did not show much understanding of 
the child. I n this case, the mother, although highstrung and nervous, was 
concerned over the child and wanted help al th0ugh she could not acknowledge 
this. She came under protest because she felt that the school took action 
without notifying her. It is difficult to evaluate the objective elements 
in this case, but it is entirely possible that had the school showed more 
understanding of the child and his mother, this referral might have been 
more successful. 
Of the seven ambivalent cases, the school recognized the emotional fac-
tors in four. All of these cases viewed referral positively. In one case 
the school understood that the child's speech problem was probably the 
cause of his difficult behavior but did not recognize the possible emotion-
al base of the speech problem. In one case the attitude of the school was 
one of exasperation. The behavior of this child actually was extremely 
difficult. In one case the attitude of the school was not indicated. Of 
the six disturbed mothers in this group, only three were able to view re-
ferral positively. It is interesting to note that only in the cases of 
these three children among those of disturbed families did the school under-
stand the emotional basis of the child's problem. 
Table X shows the relationship between the attitudes of the family and 
of the school. 
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Extent of 
Family's 
Cooperation 
Cooperative 
Positive 
Negative 
Little under-
standing 
Uncooperative 
Negative 
Ambivalent 
Positive 
Negative at 
first 
Poor 
..... 
TABLE X 
RELATIONSHIP BETWEEN THE SCHOOL'S AND THE FAMILY'S ATTITUDE 
Some Recog-
nition By 
The School 
9 
1 
2 
2 
4 
0 
0 
No Recog-
nition By 
The School 
2 
0 
0 
1 
0 
0 
1 
Exasperation 
0 
0 
0 
0 
0 
1 
0 
Difficult 
To Tell 
s 
0 
0 
0 
0 
0 
1 
No Emotion-
al Factors 
Involved 
2 
0 
0 
0 
0 
0 
0 
Total 
18 
1 
2 
3 
4 
1 
2 
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CHAPTER V 
CASE STUDIES 
In this chapter, examples will be given of various types of cases 
which were discussed in the previous chapter. The first three cases pre-
sented will illustrate the three most common types of referral problems: 
behavior difficulty; nervous, tense and upset; and speech difficulty. 
Helen was referred because of behavior difficulty. 
Helen, age ten, was referred to the Clinic by the school 
iiiirSe because the child 11has been turning her classroom 
into chaos." When she tired of her work she erupted in 
some way. If reprimanded, she balked and became sullen 
or went into a tantrum. She complained of physical ail-
ments which she said prevented her from doing her school-
work. Helen also grabbed and hurt little children, a 
tendency which was also noticed by the mother. It was 
later brought out that Helen was exhibitionistic in school 
and had gone on a rampage. She attempted to bring atten-
t i on to herself. When excused to go to the toilet, she 
sat in the basement and sang at the top of her voice. 
When she began to menstruate, she broadcast the news 
throughout the school. The school finally expelled her. 
During the intake interview the mother stated that Helen 
was born during the mother 1 s first marriage. She did not 
marry Helen's father until the child was two years old. 
Helen's mother went to work when the child was seven days 
old. At the age of ten months Helen was boarded out. 
Helen was still very sensitive and cried easily when 
scolded. She was in the fourth grade in school. She 
had not done well and had had to repeat a grade. Parental 
discipline was inconsistent and there was reason to be-
lieve t.ha t the father was abusive. After an episode in 
which Helen reportedly was involved in some sex play, the 
father exhibited himself to her as a means of giving her 
sex instruction. There was also some suspicion that he 
had attempted sex relations with her. The mother seemed 
to be a very disturbed person who expressed a great deal 
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of guilt and ambivalence. She felt that Helen demanded 
a great deal of affection which she was unable to give. 
The father also seemed to be a very disturbed person, 
possibly prepsychotic. Helen received a score of 80 on 
the Wechsler Intelligence Scale for Children. The test 
results indicated that Helen's emotional disturbance 
caused a loss of intellectual functioning. 
The Clinic staff felt that Helen was very disturbed and 
should be placed in a residential treatment home. The 
family agreed to this after some time. However, the 
home situation deteriorated further and the mother felt 
compelled to separate from her husband. She placed Helen 
privately before the Clinic was able to arrange suitable 
placement for the child. 
Helen's conflict caused her to develop overt symptoms with which she 
gained attention. She presented behavior difficulty which made the school 
unable to cope vuth her and to finally expel her. It was because of this 
that she was referred although the school nurse learned that some of this 
behavior was exhibited at home as well. An examination of the history 
showed that Helen's difficulty vms deep-seated and of long duration. She 
experienced loss of the mother during infancy and later acquired a fa~~er 
who not only was abusive but whose disciplinary methods conflicted with 
those of the mother. Both parents were disturbed. Helen's I.Q. was one 
aspect of her functioning which was impaired by her emotional disturbance. 
The staff felt that Helen was so disturbed that she required residential 
treatment in which psychiatric care would be available. 
The case of Roslyn was in contrast to that of Helen in the manner in 
which the conflict was manifested. Roslyn was referred because of behavior 
which put her into the category of "nervous, tense, and upset." 
Roslyn, age fourteen, was referred to the Clinic by the 
headmaster of her high school and her family physician 
because of considerable school difficulty. During the 
twenty-four-hour period preceding her Clinic visit she 
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was tearful and preoccupied to the extent that it was 
impossible to contact her. Roslyn's foster father, 
who came for the intake interview, said that Roslyn, 
upon entering high school early that month, enrolled 
in the college-preparatory course. She became anxious 
and upset because she felt the work was too difficult 
for her. She changed her course to one involving less 
difficult subjects, but again became so upset that she 
stopped going to school. The child 1 s state case-worker 
sent a letter in which she threatened to return the 
girl to Massachusetts if she did not attend school. 
Roslyn went to school for three days but became ex-
tremely disorganized. 
Roslyn was an illegitimate child of a mother who was re-
portedly immature, irresponsible, and either emotionally 
disturbed or mentally retarded. The maternal grandmother 
was knovm to have spent some time in a mental hospital. 
Roslyn was placed with her foster parents at the age of 
three months. From the age of two until four or five 
Roslyn went into convulsions · whenever she fell or other-
wise hurt herself. When she was eleven, the family moved 
to New Hampshire, but the child was not allowed by her 
state caseworker to join them. She was placed in two 
foster homes to which she was unable to adjust. An emo-
t i onal disturbance developed and hospitalization was 
necessary. A year before th~ referral Roslyn was re-
turned to the present foster home. She always was timid, 
shy, and withdrawn. Instead of partie ipating in family 
activities, she stayed by herself with a book. She did 
not socialize easily with girls her own age. 
During the psychiatric interview Roslyn was very anxious, 
frightened, and distrustful. She said that she was afraid 
of everyone and could talk only to her mother and father. 
At times she seemed willing to cooperate, but was unable 
to express herself . Roslyn admitted that she could "see 
things". 
On the Wechsler-Bellevue Intelligence Seale Roslyn scored 
in the dull normal range on the verbal scale and in the 
mental defective range on the performance and full scales. 
She showed a marked loss of intellectual functioning due 
to her emotional disturb ance. 
The foster father, in an interview with the psychiatrist, 
was found to be intelligent, well-controlled, somewhat 
rigid, and guilty. He was told that Roslyn was seriously 
disturbed. (It was felt that she might be having an early 
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schizophrenic reaction.) The foster father was advised 
to take her to the State Hospital if there was no spon-
taneous improvement within a few days. This was subse-
quently done. 
It can be seen in Roslyn 1 s case also that the problem was a deep-seat-
ed one and had been developing over a long period of time. It was the 
opinion of the Clinic staff that several factors were involved in this 
girl 1 s problem: the possibility of an unfavorable heredity, illegitimate 
birth, and insecurity during the important periods of infancy and early 
adolescence. There was a history of convulsions and of withdrawal. Roslyn 
turned her conflict inward instead of externalizing it as did Helen. Ros-
lyn's conflict finally led to an inability to function in the school situa-
t ion, regard l .ess of the type of courses she was taking. During the psychi-
atric interview she displayed a great deal of anxiety. In addition, her 
"seeing things" may have been an early form of hallucinations. Roslyn's 
performance on the intelligence test bore out the suspicion of deep dis-
turbance. Not only was there a large discrepancy between the verbal and 
the performance scales, but the score for the latter was actually in the 
mental defective range. Roslyn's deep disturbance was confirmed by her 
admittance to the State Hospital. 
While Helen and Roslyn were referred on the basis of the disturbance 
shown by their behavior, Martin (the case which follows) was referred be-
cause of a speech difficulty. 
Martin, age seven and a half, was referred to the Clinic 
by his mother upon the suggestion of the school nurse. 
The referral p.roblem as stated by the mother was Martin 1s 
nervousness and his tendency to speak too quickly and in-
distinctly to be understood. 
During the intake interview the mother stated that Martin 
4o 
started saying words at the age of nine months and talked 
in sentences at two and a half. At that time, the mother 
was hospitalized ,and Mart in stayed with a maternal atmt. 
He fell from a second story porch and hit his head on a 
c ement stair. The physician reportedly had told the moth-
er that complications might develop but did not indicate 
what these would be. Martin had seemed quite happy at his 
aunt 1s home, but when the mother was again hospitalized 
six months later, Martin was very upset and cried bitterly 
after his father's visits. 
Martin frequently ran a fever, and the family physician 
told the mother that the child had a chronic virus infec-
tion. A heart murmur had been discovered, and on the 
basis of this, it was felt that M.artin had had rheumatic 
fever. He also had had eczema, an appendectomy, a ton-
sillectomy, and many nosebleeds. During the past year he 
had three childhood diseases. 1[artin 1 s mother said that 
Martin was a very nervous child and became upset when 
people did not understand what he said. He also refused 
to do anything in school because the other children laughed 
at him when he talked. The mother also was doubtful as to 
whether Martin understood what he read. Martin wet the 
bed when frightened or when threatened with punishment for 
something he did. He also had sleep disturbances. 
The mother indicated that there was quite a bit of marital 
difficulty as her husband was strict with the children. 
The mother seemed to be quite rigid in rearing the chil-
dren, possibly in response to her husband's demands. 
l' pon meeting the speech therapist, Martin seemed nervous 
and suspicious. When , questioned he said that the reason 
for his Clinic visit was that, "I think it is because I 
don 1t talk so good. 11 He explained that his sister and 
the children in school teased him about his speech. He 
said that he himself heard his speech differences only · 
occasionally and did not know how to correct them. Martin 
was very serious throughout the interview and did not 
smile at all. When the therapist attempted to joke, 
Martin ignored this. 
It was felt by the speech therapist that although the child 
had some physical abnormalities in the oral cavity, his 
speech difficulty was purely emotional. He habitually 
used an infantile pattern of speech as one manifestation 
of his emotional difficulty. 
Martin's difficulty as viewed by the mother and the school was a 
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speech defect. In addition, the mother recognized the child 1 s nervousness 
and the emotional strain caused by t~e speech problem. She also was quick 
to see that I'lartin did not understand what he was reading. It was found at 
the Clinic that Martin's speech difficulty was emotional and represented a 
regression to an infantile manner of behavior. The possible origins of the 
need for this can be seen from the history. 
Martin was separated from his parents twice and the second time seemed 
quite upset by this. To make things even .more upsetting, he had a frighten-
ing fall during the first separation. The child had a great number of 
physical ailments, some of which may have been quite traumatic. At home 
Martin showed various conspicuous symptoms of disturbance. In addition to 
the problems already mentioned, Martin had to cope with the parents' mari-
tal difficulty and rigid rearing. As a result, he was unable to be friend-
ly or lighthearted with the therapist. 
In addition to the referral problem, the attitude of the families to-
ward referral has been found to be quite imp ortant. The families were co-
operative, uncooperative, or ambivalent. One case will be illustrated from 
each of these categories. 
The case of Donald represents t he referral of a child whose mother 
proved to be cooperative . 
Donald, age seven, was referred to the Clinic by his parents 
upon the recommendation of the school nurse who herself had 
received the suggestion from the teacher. The school's ob-
servation of Donald 1s "nervousness" caused the mother .to or-
ganize her own observations for the application blank. She 
mentioned Donald 1 s constant pulling at the crotch of his 
pants, facial distortions or grimacing, restlessness, diffi-
culty in accepting reality which conflicted with his wishes, 
indecision, difficulty in accepting the fact that he did 
not have priority over the other children in the family, 
excitement in anticination of an event, and want ing des-
per ately what others had. 
During the intake interview t he mot her stated that Donald 
was t he oldes t f f our children and was born while the 
father was overseas with the armed forces. At the age 
of two years he was sent to his grandmother 1 s home becaus·e 
the second child was to be born. Donald was left-handed 
but no attempt was made to change this. At times he wrote 
some letters backward. Both parents seemed to be intelli-
gent persons. The father seemed rather passive and sensi-
tive. The mother showed a great deal of feeling for 
'Donald. 
During the psychiatric interview Donald showed anxiety 
and interest on the rig ht place of the biggest child. He 
was a bright and attractive child who was farther into 
his latency period than would be expected at the age of 
seven. 
On the Wachs ler Intelligence Scale for Children Donald 
achieved a full scale score of 129 which put him in the 
superior range. It was seen that he lacked confidence in 
himself and showed other anxieties. 
The parents were seen by the psychiatrist and the psycholo-
gist. The former discussed with them the fact that Donald 
seemed to be pushed to social attitudes which were too ma-
ture for him and was not being given any distinction as 
the oldest child. It was pointed out that an early loss 
of his mother's attention now created the necessity of ex-
periences which would help him build up his confidence and 
strengthen his identification with his father. The parents 
seemed very cooperative during this discussion. The psy-
chologist pointed out the problems that such a bright child 
faced in a slowly-moving class, and the parents thought that 
the teacher could enrich the program for him. 
Almost a year later Donald 1 s mother met one of the Clinic 
social workers at a PTA state convention. She was still 
concerned over Donald and followed the worker's suggestion 
of writing to the Clinic to request another appointment. 
At the time of this interview Donald seemed somewhat im-
proved. The psychiatrist took this occasion to discuss 
additional points with the parents. 
Here is an example of parents who used the school 1 s suggestion as a 
' springboard for the organization of their own observations. The mother was 
very positive towards referral since she herself could see evidence of 
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Donald's con flict although she did not know quite what was troubli.;lg him. 
During the diagnostic procedures, the mot her very re adily gave history 
material. Both parents felt the responsibility of coming to the Clinic, 
and both showed feeling for Donald. The psychiatrist and the psycholog ist 
were able to have a g ood discussion with these parents who accepted the sug-
gestions which were made. A year later the mother again sought help. Don-
ald 1 s improvement at that time seemed to indicate that the parents attempted 
to follow t he suggestions which were given to them. At the time of the 
second referral, they again were able to accept a discuss ion with the psy-
chiatrist. 
In contrast to the above, the mot he r of Katherine, our next example, 
was definitely uncooperative. 
Katherine, age fifteen, was referred to the Clinic by the 
headmaster of he r hig h school in his posit ion as the 
c hairman of a youth counseling service in his city. The 
referral problem was stealing, lying, disregard for au-
t hority, lack of reliabilit y , nervousness, and lack of 
f r iends. Recently Katherine had been stealing wallets 
in school. A history and the results of the psychometric 
test were sent by the counseling service. Katherine 
tested within the average range of intelligence. The 
Clinic interviewed the mother and obtained some addition-
al information. 
Katherine 1 s mother was quite ill during pregnancy, and 
t he baby weighed only three pounds at birth. The father 
was an alcoholic, and the parents separated shortly after 
the girl's birth. The mother remarried when Katherine 
was thirteen months old. The g irl was told about her 
natural father at the age of ten, and .she was confused as 
she had thought her stepfather to be her actua l father. 
The stepfather received a complete disability discharge 
from a veterans' mental hospital. There seemed to be a 
great deal of marital discord and tension in the home. 
Until the age of eight or nine, Katherine was cared for 
during the day by her grandmother. An uncle two years 
o l der than Katherine was a close playmate and Katherine 
was quite fond of him. She showed interest in boys 1 toys 
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and activities. There was also a great deal of 
between the mother and the grandmother and they 
speak to each other for a period of four years. 
mother felt that Katherine was quite mature and 
seemed older than her actual age. 
tens ion 
did not 
The 
always 
During the psychiatric interview, Katherine was poised, 
composed, friendly, and polite, but extremely tense. 
She attempted to hide her anxiety. Katherine could not 
quite explain why she stole the money. She spontaneous-
ly said, "I was born a mishap, 11 and explained that her 
parents were never married. This contradicted her moth-
er's statement. 
On the Rorschach and Szond i Tests, Katherine showed some 
opposition to the outside world and dissatisfaction with 
things as they were •. She revealed frustration and emo~ 
tional tension, as well as intense feelings. 
The Clinic staff felt that Katherine was severely dis-
turbed. She had had a difficult childhood marked by 
anxiety, insecurity, and the necessity of growing up . 
quickly. She was unable to form satisfying relationships 
and felt frustrated in her efforts. Her stealing may have 
been a hostile act as well as a reaching out for love and 
acceptance. 
Katherine's mother was found to be uncooperative and unre-
liable. She seemed apprehensive and evasive, and appeared 
to lack concern for Katherine. It was felt that she was 
not too intelligent. At Katherine 1 s request, the counsel-
i ng service did not tell the mother of the stealing, and 
this confidence was kept by the 0 linic as we ll. When the 
mother was later told, she still refused help. 
Here is a mother who not only was uncooperative, but who had a negative 
I 
attitude towards referral. Her feelings seemed to result, not from the 
method of referral, but from lack of concern for Katherine. Her apprehen-
sion caused her to be evasive during the interview. Katherine's behavior 
seemed to be a result of her mother 1 s attitude towards her and the various 
other tens ions to which she had ·been subjected. The marital relationship 
as well as that between the mother and the grandmother was fraught with ten-
sian. In addition, Katherine was concerned over her own birth and confused 
- --1' --
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about the explanation of it. The result i ng conflict was manifested by in-
ability to form relationships and her stealing. The motivating force behind 
I t he mother 1 s attitude' appeared to be her lack of concern for the girl rather 
than her not having been informed of Katherine 1 s stealing. 
The last example will be that of a boy whose mother was ambivalent in 
her cooperation. 
Thomas, age fifteen, was referred by the school nurse be-
cause of extreme depression as manifested by a suicide 
attempt in school. 
The mother, when interviewed, stated that Thomas had asthma 
since birth. He was very religious and recently joined a 
certain church where he became devoted to the minister. 
The mother expressed concern over the boy's adolescent 
love affair and his work in a local hospital. The mother 
also spoke at some length about Thomas 1 _not accomplishing 
up to his level in school. The mother did not seem too 
concerned over his attempted suicide, and displayed inap-
propriate affect during the interviews. She seemed to. be 
a rather peculiar person, possibly even psychotic. 
An interview was held with the father who was. thirteen 
years younger than the mother and could be mistaken for 
her son. He was concerned over Thomas' attempted suicide. 
He said that although the boy had been stubborn recently, 
he had not been depressed. He felt that part of the boy's 
problem lay in his relationship to his mother who put a 
great deal of emphasis on school achievement. The father 
said that the mother was more nervous than was usual and 
thought that this was related to the menopause. It seemed 
that the mother controlled the home and that the father 
submitted to her. He gave the impress ion that the s itua-
t ion at home could not be hand led and that it might be 
wise to send Thomas to his paternal grandparents. 
The minister in whom Thomas put so much faith was also 
interviewed. He felt that the mother did not understand 
Thomas and that she was too demanding of him. He thought 
that the boy was unhappy in school because he was subject 
to ridicule for his inability to compete in athletics due 
to his asthma. He felt that the mother was irrational at 
times, and that the boy would do better away from home. 
The school nurse was then interviewed and told the circum-
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stances of the suicide attempt. She said that t he mother 
showed very little concern when in fo rmed of the incident. 
Thomas himself had a ps ychiatric interview and a Rorschach 
Test. He talked about his various difficulties. He s eemed 
quite seriously disturbed. It was felt that Thomas needed 
treatment, but that the mother probably would be unable to 
accept placement. When this was suggested to the parents, 
they did reject it. In fact, t he family moved to another 
locality so that Thomas could attend another school. The 
family was seen twice more at the Clinic. During the - last 
interview the mother expressed her reluctance to continue 
to bring Thomas any longer. It seemed that these visits 
threatened her control over the situation. 
Here is a mother who might have been trul~ cooperative had it not been 
for her own serious disturbance. Her condition was recognized by the fa-
ther, the minister, and the school nurse. It can be seen, however, that she -
cooperated to the extent that she was able. She willingly gave history in-
1 formation and brought the boy to the Clinic several times. Her lack of con-
cern over Thomas 1 suicide attempt seemed to be part of her disturbance. 
This very controlling mother and ineffectual father were definitely a part 
I of Thomas 1 problem. The mother 1 s behavior toward the boy as well as her be-
havior at the Clinic were caused by her emotional disturbance. This was a 
mother with whom the Clinic staff would have been unable to work. Her re-
s istance to -the Clinic as a threat to her .control of the situation could be 
seen by ~he fami l y 1s moving to another location. 
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CHAPTER VI 
SUMMARY AND CONCLUSIONS 
Examination of the material in the previous chapter reveals that in 
connection with their referrals, the personnel of the school system were 
cooperative in a variety of ways. However, the nature of the replies re-
ceived shows an insufficient awareness of the specialized help which the 
Clinic can give in the area of emotional disturbance. It is possible, 
nevertheless, that a greater awareness of the Clinic 1s function may exist 
than was indicated on the questionnaires. This is an area worthy of fur-
ther investigation. 
Various members of the school system pointed out areas in which they 
felt that Clinic service to the school could be improved. These included 
lack of follow-up study, inability to see children more frequently, delay 
in sending reports, and the absence of a speech therapist 0 It is important I 
to note that the Clinic too is aware of inadequacies in these areas, Some 
of the school personnel felt that the basic problem was a limitation in the 
size of the Clinic staff. 
The school referrals were valuable in several respects. They repre-
sented a wide variety of ages and grades with concentrations at certain 
levels as well as omissions at others. Although the concentrations noted 
above may have been due to the emergence of emotional difficulties at these 
stages of development, there was a notable lack of referrals for . youngsters • 
in the latter stages of adolescence. In view of' the present increased 
- -
recognition of the numerous conflicts at this age level, further exploration 
of referrals would be fruitful. 
There are two possibilities here: one, teen-agers in the high schools 
in the Concord area perhaps do not exhibit unusual problems to the extent 
of children in their latency period; two, the problems which do arise are 
not recognized or are receiving attention. A partial answer was given by 
the Superintendent of Schools in Concord when he said that referrals at 
this level were rare because of guidance counseling in the high schools. 
This may certainly be res ponsible for relieving part of the Clinic's burden. 
However, it is important to be sure of the competence of these counselors 
in dealing with the more serious problems of adolescence. It was noted, 
also, that there was a heavier concentration of boys than girls in referral 
although the difference was not great. Since the number of boys referred 
for difficult behavior was not significantly greater than the number of 
girls, the reason for the unevenness may lie in the distribution of the 
sexes in the school population as well as in the greater number of boys in 
1 clinic referrals generally. 
The school referrals studied included a wide range of problems from 
1 those disturbing to the entire class to those which upset only the particu-
lar child involved. The school personnel seemed quite acute in uncovering 
'' several cases in which the child was upset although he did not exhibit very 
gross symptoms. - Withdrawn behavior was also recognized, but only in cases 
in which the symptoms could not be overlooked. Since this is the most dif-
ficult disturbance for the teacher to discover, it would seem that some 
' special help in learning to detect such a maladjustment might be useful. 
1 The schools seemed to be responding to the nation's increased awareness of 
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the possibilities of help for mental defectives. Three cases in which men-
tal retardation was suspected were referred for confirmation of this fact. 
The schools were very accurate in picking out these cases because, although 
, only two of these cases were found to be actually retarded, all three pas-
sassed limited intelligence. The referrals also showed increased recogni-
tion of the possibilities of help for speech difficulties. These referral 
sources evidently saw the beneficial results of therapy because it was they 
who suggested the need for a speech therapist. The role of emotional fac-
1 tors in problems of difficult behavior and speech was recognized by the re-
ferral sources. 
The referrals studied show that most of these children exhibited some 
degree of emotional disturbance. Thus, it can be seen that the schools 
were instrumental in uncovering many cases of deep-rooted inner conflict 
which might not otherwise have received attention. In many of these cases 
the child's disturbance prevented his functioning adequately in school. 
This was further proved by the I .Q.. which in many cases was lower then the 
' level of the child 1 s actual abilities. Some of the referral sources recog-
nized an emotional problem in the child's difficulty in doing school work. 
Others who have not yet become aware of this must be educated to the fact 
that one cannot always judge a child 1 s intelligence from his performance in 
school or on an intelligence test. Conversely, difficulty with school work 
1• may well be a sign of emotional disturbance. 
It was seen in the previous chapter that the families of most of the 
children referred cooperated with the Clinic. Of the thirty-one families, 
,, only three were found to be really uncooperative. There was a group of 
seven parents whose attempts at cooperation were negated by their own emo-
tional conflicts. These families were termed ambivalent. It was also seen 
that most of the families also viewed referral positively. The percentage 
was greatest among the cooperative families although a little over half the 
ambivalent families also viewed referral positively. All the families which 
were uncooperative also were negative towards referral. An exploration was 
made of the possible reasons for these attitudes. In over half of the posi-
tive and cooperative families of which we have knowledge, there was some-
thing in the personality or experience of the parent which tended to make 
him more helpful. In the ambivalent families, all but one were found to be 
disturbed or anxious, while the sole exception was involved in a struggle 
with the chil d 1s teacher. Two of the three uncooperative mothers showed per-
, sonality and/or home patterns which made their negative feelings not unusual. 
The third s i t ue.tion was more difficult to evaluate as the mother claimed that, 
the school had taken action without notifying her. It was believed that the 
teacher was generally disliked and the school rigid. It was found also that 
a small proportion of families recognized the child 1s total problem. How-
ever, of the ten families showing some recognition, eight were in the co-
operative group. 
In all the categ or ies, it was seen that a majority of referrals were 
explained on the b~sis of something tangible which the family could under-
stand, usually the difficulty which the child was exhibiting. It was only 
in the cooperative cases that there was a significant number of referrals in 
which there was a de f inite indication that the school personnel had had a 
real discussion with the parents around referral. However, it was also seen 
that this type of discussion may have been q•Qite impossible with the other 
two categories. In the cooperative and ambivalent cases it was shown that 
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in almost all instances in whic-h the school understood the emotional compo-
nents in the child 1 s difficulty, the family viewed referral positively. 
This .was not true of the uncooperative cases. It was noted that in most of 
the cases where the school 1 s attitude could be noted, the emotional factors 
where involved were recognized. Apparently, in some instances the method 
of referral \Vas not satisfactory, as in two cases the mothers felt t hat 
either t he school had taken action without notifying them or had not given 
them the results of tests which had been given by the school. 
From t he foregoing discussion it can be said that the schools made 
some very valuable referrals, not only fTom the point of view of t he prob-
lems uncovered but also in respect to the impact of the Clinic on the fami-
lies involved. Of the thirty-one referrals, only three were uncooperative. 
From the data it can be seen that the degree of cooperation of the family 
seemed to be primarily influenced by various aspects of the home situation 
and the personality makeup of the parents. It seems possible that the 
amount o f understanding of the child 1 s total problem which was shown by the 
school may have had some influence on the family 1s attitude toward referral. 
The amount of understanding by the family and the explanation by the school 
may have been influenced by these two factors. Further i nvestigation along 
these lines 'nill be fruitful. 
Ap~(~~ 
Richard K. Conant 
Dean 
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APPE N DIX 
3CHEDULE 
1. N arne Number 
2. Sex: Male 
Fema-=-1-e--
'· 
Age 
4 . App lie at ion 
a) Date 
b) Referral source 
c) Who suggested referral? 
d) Who filled out the application? 
e) Person(s) interviewed 
5. School 
6. Reason for referral 
a) School problems 
b) Other 
7. Intelligence 
a) I .Q,. 
b) Potential: Hig her 
Lower 
Same 
8. Subsequent clinic findings 
a) Additional problems 
b) St aff evaluation of t he child 
9. Treatment reco 'IImendations 
Grade 
56 
10. Attitude of the family 
a) Cooperation: Cooperative 
Uncooperative 
Ambivalent 
b) Extent of recognition of the child's total problem 
c) Attitude towards referral 
d) Reasons for family 1s entire attitude 
11. School 
a) Cooperation: Cooperative 
Uncooperative 
Remarks 
b) Attitude towards the child 1s problem 
c) Reason child was referred 
d) Explanation given to the family 
Who gave the explanation? 
e) The school's feeling about the kind of help 
which the clinic can give. 
12. Interpretation 
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QUESTIONNAIRE SENT TO THE SCHOOLS· 
1. What prompted you to refer ...,....,.-- -::-:---:------ to the New Hampshire 
Mental Hygiene and Child Guidance Clinics? 
2. How was the referral explained t o the family? 
). Who explained the referral to the family? 
4. What was the attitude of the family? 
5. What is your feeling about the kind of help which the Clinic can give 
in relation to problems discovered in School? 
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